Background. Up to 50% of all women encounter benign breast problems. In contrast to breast cancer, high-level evidence is not available to guide treatment. Management is therefore largely based on individual physician experience/training. The American board of internal medicine (ABIM) initiated its Choosing Wisely Ò campaign to promote conversations between patients and physicians about challenging the use of tests or procedures which may not be necessary. The American society of breast surgeons (ASBrS) Patient safety and quality committee (PSQC) chose to participate in this campaign in regard to the management of benign breast disease. Methods. The PSQC solicited initial candidate measures. PSQC surgeons represent a wide variety of practices. The resulting measures were ranked by modified Delphi appropriateness methodology in two rounds. The final list was approved by ASBrS and endorsed by the ABIM. Results. The final five measures are as follows. (1) Don't routinely excise areas of pseuodoangiomatous stromal hyperplasia (PASH) of the breast in patients who are not having symptoms from it. (2) Don't routinely surgically excise biopsy-proven fibroadenomas that are \ 2 cm. (3) Don't routinely operate for a breast abscess without an initial attempt to percutaneously aspirate. (4) Don't perform screening mammography in asymptomatic patients with normal exams who have less than a 5-years life expectancy. (5) Don't routinely drain nonpainful, fluid-filled cysts.
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Conclusions. The ASBrS Choosing Wisely
Ò measures that address benign breast disease management are easily accessible to patients via the internet. Consensus was reached by PSQC regarding these recommendations. These measures provide guidance for shared decision-making.
BACKGROUND

Choosing Wisely
Ò
The American Board of Internal Medicine's Choosing Wisely Ò campaign encourages physicians and patients to engage in conversation about tests and treatments that are potentially unnecessary. It is estimated that in the United States, up to 30% of medical spending does not add value to care. 1 One of the goals of the Choosing Wisely Ò initiative therefore is to focus on the value of particular interventions to facilitate higher-quality care. Since its initiation in 2012, numerous professional organizations have participated in creating lists of measures that are appropriate targets for discussion. Additionally, this campaign has now been adopted in various forms on an international level to change key clinical practices. 1 The American Society of Breast Surgeons (ASBrS) has previously participated in this campaign by creating measures specific to the management of breast cancer. 2 
Benign Breast Disease
While benign breast complaints account for a significant portion of patients presenting to a surgical clinic, the treatment of benign breast disease does not have the same level of trial-based evidence to guide therapy decisions as breast cancer treatment. Management decisions often are based on case series, retrospective reviews, or physician experience and training. 3, 4 This topic was chosen by the ASBrS Patient Safety and Quality Committee (PSQC) as a potential area where unnecessary procedures could be reduced if conversations were initiated between physicians and patients. This focus also represented an additional avenue of contribution to the Choosing Wisely Ò campaign by the ASBrS.
METHODS
The ASBrS is the primary leadership organization for surgeons who treat patients with breast disease. It was founded in 1995 and currently has more than 3000 members. The Ò campaign and its goals, as well as its emphasis on decreasing ''unnecessary'' tests and interventions. Specific recommendations were made to consider domains of care that reflected ''appropriateness,'' ''waste,'' and ''value'' as noted in recent publications, randomized trials, and meta-analyses.
Voting occurred on a Likert-type scale with the instructions delineated below:
1. Rank each quality measure (QM) from 1 to 9. Nine is the highest score for ''validity''; 1 is the lowest. Do not give a ''lower rank'' to a candidate QM, because you are concerned about feasibility of measurement or risk adjustment.
2. Do not assign your numerical score to ''weight'' your answer with more influence on the final score compared with other panelists; i.e., if you believe a ''choice's'' score is 4, but you believe other panelists will assign a score ''too high,'' you should assign a ''4,'' not a ''1, 2, or 3.'' 3. Formal definition provided by RAND for ''validity' ': adherence to this QM is critical to provide quality patient care, regardless of cost or feasibility. Not providing this level of care is a ''breach'' in care and unacceptable. Level of validity is your personal judgment, not what others believe (or don't believe) is important. In other words, the strength of this process is that each PSQC member is an expert, and it is natural that opinions may differ. You must provide your opinion. The QM should apply to the average patient in the average hospital with the average physician. Do not be distracted by the special situation in which the QM being ranked may be of different importance in a specific unusual situation. The QM may provide benefit not always to the individual patient, but rather to overall breast care. 1 = definitely not valid. 9 = valid. 5 = uncertain validity.
After creation of a list of 28 candidate measures (Table 1) , two rounds of modified Delphi process ranking were performed electronically in October 2016 and December 2016 following the iterative and analytic methodology in the RAND UCLA Ranking manual. 5 After each round of ranking, a spreadsheet with ranking results was provided to committee members. Inter-round electronic communication followed with opportunities for participants to discuss the choices, lobby for adjustment of rank order, and review areas of significant discordance between participants. After the second round of ranking, the remaining 20 candidate measures all had a median appropriateness score of 7. Subsequently, high scoring items were chosen to inform the final list of five choices; these were chosen to reflect the values of the Choosing Wisely Ò Campaign, have broad applicability and impact, and were consistent with the mission of ASBrS. The final list of five choices was distributed to the entire PSQC twice by email for further vetting and a final round of discussion occurred on February 8, 2017 .
The measures were subsequently approved by the ASBrS Board of Directors and submitted to the ABIM. The ABIM provided feedback and requested edits to two of the measures to align them more appropriately with the current Choosing Wisely Ò framework that was targeted towards physician interventions. Subsequently, the top two measures from the previous rounds of rankings that fit this request were included in the final list of five. These were submitted to the ABIM and the ASBrS Board of Directors with both entities approving this final list.
RESULTS
The final list of recommendations with their associated explanations is below.
1. Don't routinely excise areas of pseudoangiomatous stromal hyperplasia (PASH) of the breast in patients who are not having symptoms from it.
PASH is a benign proliferative lesion of the breast tissue that usually presents as a palpable mass or abnormality of screening mammogram. It is postulated to have hormonal etiology, as most cases occur in premenopausal women or postmenopausal women treated with hormone replacement therapy. 6 Historically, most patients with PASH were diagnosed after surgical excision, but in the current era of improved imaging and pathology, patients are more likely to be diagnosed by core needle biopsy. 7 For those patients without symptoms and concordant imaging findings, routine excision can be avoided.
2. Don't routinely surgically excise biopsy proven fibroadenomas that are smaller than 2 cm in size.
Fibroadenomas are the most common benign tumor in the breast, accounting for 50% of all breast biopsies. They usually present as firm, well-circumscribed masses that have weak internal echoes on ultrasound. 8 They exist under hormonal influence, because they may fluctuate in size with hormonal changes and regress after menopause. 9 While patients often express concern regarding whether these lesions are malignant epithelial cancers, the true incidence is extremely rare, as confirmed by two large series. Hubbard et al. noted no cases of invasive or in situ in 723 patients who had surgical excision. 10 Kuijper and colleagues noted only five cases of in situ cancer in 396 patients at the time of excision; no invasive cancers were seen.
11
In larger lesions, especially if they are enlarging, one may consider excision to rule out the possibility of phyllodes tumors, because core biopsy may not distinguish definitively between the two. The true incidence of phyllodes at time of excision is rare (0.8-9%).
9-11 Some clinicopathologic features can help surgeons determine the need for surgical excision, including older age and larger tumor size ([ 2 cm). 9, 10 Additionally, patient preferences and symptoms can guide decisions regarding surgical excision.
3. Don't routinely operate for a breast abscess without an initial attempt to percutaneously aspirate or drain it.
Breast abscesses are usually classified according to clinical presentation as either puerperal/lactational or nonpuerperal. Lactational abscesses occur in 1-24% of breastfeeding women within 12 weeks of birth or at time of weaning. They occur in the periphery of the breast. Nonpuerperal abscesses are usually periareolar and are associated with obesity and smoking. 12 Regardless of etiology, oral antibiotics are usually the first line of therapy. Staphylococcus aureus is the most common organism, which traditionally was treated with dicloxacillin or a first-generation cephalosporin. With the increasing incidence of community-acquired methicillinresistant strains (MRSA), one may consider expanding coverage with clindamycin or sulfa-trimethoprim. 13 Patients with non-puerperal abscesses may need additional coverage for other organisms, such as anaerobes. 12 For those women with abscesses that fail to resolve with antibiotics alone, the dilemma exists as to whether the patient should undergo percutaneous intervention versus surgical drainage. Surgical drainage (I&D) most definitively leads to resolution of symptoms but is not without disadvantages. In a randomized trial of 45 patients comparing I&D to percutaneous aspiration, surgical drainage was associated with poor cosmesis in 70% patients and prolonged healing time (45 vs. 20 days). 14, 15 As shown by these and other authors, the majority of patients treated with aspiration do experience complete resolution without surgery (54-100%), sparing the need for general anesthesia, dressing changes, and interruption of breastfeeding. This should be the first step in management of women with abscesses. Size of cavity ([ 5 cm), multiple loculations, late presentation of symptoms ([ 6 days), and volume of pus aspirated has been associated with failure to resolve with percutaneous treatment alone, and patients with these findings may be appropriate candidates for surgical intervention. 12, 13 4. Don't perform screening mammography in asymptomatic patients with normal exams who have less than 5-years life expectancy.
Use of screening mammography has been shown in pooled studies to reduce breast cancer-related mortality by 20%. 16 The benefits of screening include detection of smaller tumors with less nodal involvement, resulting in less invasive treatment, such as breast-conserving surgery, and avoidance of chemotherapy. 17 The incidence of breast cancer increases with age, but the true benefit of screening in the older population is not known, because women older than age 74 years often are excluded from clinical trials. As one would expect, the benefit of screening mammography decreases with the increasing number of comorbidities. 18 It is estimated that 30% of cancers detected in older women are ''overdiagnosed,'' meaning they are asymptomatic and unlikely to become clinically relevant in the woman's lifetime. Furthermore, older patients are more likely to present with more favorable histology (e.g., ER positive, HER2/neu negative, papillary and mucinous subtypes). 17 The sensitivity of mammograms increases with age, but screening is not without risk; 12-27% women undergoing mammography will have a false-positive result, leading to a benign breast biopsy in 10-20% of women. 19 Recommendations regarding most appropriate age for initiation of screening and interval timing (annual vs. biennial) differ between the major groups (American College of Radiology, Society of Breast Imaging, American Cancer Society, US Preventative Services Task Force). While no group recommends a specific age of cessation of screening, there is consensus that physicians must take into consideration competing risks of mortality when making the decision to continue screening.
It is accepted that to benefit from screening, women should have at least a 5-to 10-years life expectancy. 17 Prediction models, such as those available at the ePrognosis website, can assist providers in estimating a woman's life expectancy, and decision aids also exist to assess patient's values. 19 It is important for providers to initiate these conversations early to inform patients adequately regarding the risks and benefits of screening. 19 5. Don't routinely drain non-painful, fluid-filled breast cysts.
Cysts are extremely common with a prevalence of 50-90%. 20 They are usually asymptomatic, presenting as a palpable mass or abnormality on screening mammography.
They are most evident during the third and fourth decades, when hormonal function is at its peak; they may fluctuate with the menstrual cycle. 21 Ultrasound is the preferred imaging modality. To be considered a simple cyst, the lesion must be well circumscribed, lack internal echoes, and exhibit posterior enhancement. For women with a simple cyst and no symptoms, no additional intervention is needed. The natural history of cysts consists of cyclic development and regression; 69% resolve within 5 years. 22 For more complex lesions that contain internal echoes, thick walls, or internal septa, aspiration and possible needle biopsy may be considered.
DISCUSSION
The focus of the ABIM Choosing Wisely Ò campaign is to increase the healthcare value-defined as patient-centered outcomes achieved per healthcare dollar spent by reducing cost, promoting patient engagement, and creating measurable, patient-centered results. 23, 24 As a part of this initiative, professional organizations develop lists of domains of care decisions that patients and physicians should question when it comes to healthcare decisions. 2 The ASBrS first participated in this campaign in 2016 by creating a list of measures intended to improve appropriate use of testing and surgery in women with breast cancer. 2 Breast cancer is an area with vast amounts of well-developed data to guide therapy. The frequency of benign breast disease diagnoses and known variability in treatment algorithms led to the decision to focus on a similar list for benign breast problems.
The current list (Fig. 1, consistent with Choosing Wisely Ò branding) was achieved by utilizing the modified Delphi technique and the expertise of the ASBrS PSQC after extensive review of the current evidence. This allowed the measures that were finally adopted to be applicable across a broad array of practice patterns. The intent of this report is not to serve as a systematic review of evidence regarding management of these common breast problems; there is also no optimal benchmark for adherence to these practices. There are specific scenarios where the choice of imaging test or intervention may be different than listed here; it is important to utilize clinical judgment and discuss the differences with the patient to determine the most appropriate plan of care.
The choices from this campaign were disseminated to patients and physicians utilizing ASBrS newsletters, the ASBrS website, presentation and discussion at the annual ASBrS conference, as well as its listing on the ABIM website. Plans to partner with Consumer Reports to feature these recommendations is planned.
